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Abstract 
Unhealthy or negative perfectionism has been identified as both a risk and maintaining factor 
for a range of psychological difficulties. A cross-sectional online study with a predominantly 
student population (n = 381) investigated cognitive processes suggested to mediate the 
relationship between unhealthy perfectionism and distress. Hypothesised cognitive 
processes were assessed using questionnaires about rumination, habitual self-critical 
thinking, unhelpful beliefs about emotions, self-compassion and mindfulness. Factor analysis 
of these questionnaires suggested two distinct underlying constructs, labelled self-criticism 
and present-moment awareness. Higher levels of self-criticism were associated with 
unhealthy perfectionism and psychological distress, and partially mediated this relationship. 
Present-moment awareness was associated with unhealthy perfectionism but not distress. 
These findings are consistent with the possibility that repetitive or habitual self-critical 
thinking is a process through which unhealthy perfectionism may result in greater distress. 
Future research could investigate whether interventions targeting self-criticism may help to 
reduce distress in individuals with high levels of unhealthy perfectionism. 
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1. Introduction 
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The construct of perfectionism is one that is still debated, with some conceptualisations 
emphasising its multidimensional nature (Frost, Marten, Lahart, & Rosenblate, 1990; Hewitt 
& Flett, 1991). Multidimensional definitions often highlight adaptive and maladaptive aspects. 
For example, ‘perfectionistic striving’, characterised by setting and striving for high 
standards, is often viewed as adaptive, healthy or positive, whereas ‘perfectionistic concern’ 
including self-criticism, fear of failure and negative evaluation by self or others is frequently 
viewed as the unhealthy or negative side of perfectionism (Stoeber & Otto, 2006). Bearing 
similarities to ‘unhealthy’ or ‘negative’ perfectionism, ‘clinical perfectionism’ has been defined 
as the overdependence of self-worth on the pursuit and achievement of personally 
demanding, self-imposed standards, despite adverse consequences (Shafran, Cooper & 
Fairburn, 2002). Perfectionism has been conceptualised as a transdiagnostic risk and 
maintaining factor for a range of psychological problems such as eating disorders and 
depression (Egan, Wade, & Shafran, 2011). Given the association between unhealthy 
perfectionism and psychological distress, further research aiming to understand both the risk 
and protective processes underlying this relationship is required. 
 
1.1 Cognitive processes which may mediate the relationship between perfectionism and 
distress 
Self-criticism is a process consistently emphasised in models of perfectionism (Blatt, 1995; 
Hewitt & Flett, 1991). Previous research has found evidence consistent with the suggestion 
that the relationship between perfectionism and depression, anxiety and eating disorder 
symptomatology is accounted for by self-criticism (Dunkley, Blankstein, Masheb, & Grilo, 
2006). However, self-critical thinking has often been measured as a facet of a depression 
scale (Depressive Experiences Questionnaire; Blatt, D'Afflitti, & Quinlan, 1976) which may 
thus be influenced by mood. In the present study we operationalized self-criticism in the form 
of three constructs; a general tendency to ruminate; beliefs about the unacceptability of 
experiencing or expressing negative thoughts and emotions; and habitual critical self-
thinking.  
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A growing evidence base suggests a strong association between rumination and unhealthy 
perfectionism, with perfectionist individuals reporting higher levels of rumination than others 
(O'Connor, O'Connor, & Marshall, 2007). Furthermore, evidence has suggested that the 
tendency to ruminate, in particular a brooding ruminative response style, mediates the 
relationship between maladaptive perfectionism and depressive symptoms (Di Schiena, 
Luminet, Philippot, & Douilliez, 2012) and social anxiety (Nepon, Flett, Hewitt, & Molnar, 
2011). Short and Mazmanian (2013) found that rumination mediated the relationship 
between socially prescribed perfectionism and negative affect in university students. 
 
Another form of negative self-focused cognition that has been found to be associated with 
unhealthy perfectionism is the belief that experiencing or expressing negative thoughts and 
emotions is unacceptable and will lead to negative evaluation by others (Rimes & Chalder, 
2010). Indeed, such beliefs could be viewed as a form of negative or unhealthy 
perfectionism focused on emotional distress. Such beliefs have in turn been suggested to 
play a role in the development and maintenance of psychological and somatic symptoms 
(Surawy, Hackmann, Hawton, & Sharpe, 1995). Such beliefs are associated with attempts to 
suppress distressing emotions (Spoka, Luterek and Heimberg, 2009), which may result in an 
unintended increase in distress (Trinder & Salkovskis, 1994). However, no previous studies 
have investigated whether beliefs about the unacceptability of negative emotions may 
mediate the relationship between unhealthy perfectionism and distress. 
 
Finally, whereas beliefs about the unacceptability of thoughts and emotions may be 
considered as “cognitive content”, our third facet of self-criticism pertains to the process of 
self-critical thinking (Verplanken, Friborg, Wang, Trafimow, & Woolf, 2007). Negative self-
thinking as “mental habit” has been identified as a vulnerability factor with respect to 
psychological distress such as low self-esteem, depression (Verplanken et al., 2007), and 
anxiety (Verplanken, 2012).  
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1.2 Protective processes in the relationship between perfectionism and distress 
Research has also started exploring potentially helpful psychological processes, which may 
act as protective factors and decrease the possibility that unhealthy perfectionism will lead to 
distress. Mindfulness has recently been hypothesised as one such protective factor. This is 
described as a process of deliberately and non-judgementally attending to present moment 
experiences without distraction or reaction, even when they are unpleasant (Baer, 2003). 
The concept has been formulated as both a dispositional characteristic and a skill that can 
be learned and practiced, and is associated with decreased distress (Short & Mazmanian, 
2013). Lundh (2004) hypothesised that perfectionism becomes unhealthy when striving for 
high standards becomes a demand and individuals demonstrate an inability to accept things 
as they are at present, which is a core component of mindfulness. Furthermore, it has been 
argued that mindfulness may serve as a protective factor in the perfectionism-distress 
relationship by providing skills to interrupt repetitive unhelpful thinking patterns, such as 
rumination (Short & Mazmanian, 2013).  
 
Argus and Thompson (2008) found that mindful awareness fully mediated the positive 
association between maladaptive perfectionism and depression severity in inpatients 
experiencing clinical depression. Furthermore, Short and Mazmanian (2013) found that 
rumination mediated the relationship between socially prescribed perfectionism and negative 
affect in students who were low in mindfulness but not those high in mindfulness.  
 
However, mindfulness is often conceptualised as a multi-faceted construct, including 
observing one’s ongoing experience, describing thoughts and feelings, acting with 
awareness rather than being easily distracted, non-judging and non-reactivity to distressing 
thoughts and feelings (Baer, Smith, Hopkins, Krietemeyer, & Toney, 2003). Short and 
Mazmanian (2003) found that acting with awareness rather than becoming distracted and 
non-judging of inner experience were most strongly related to distress. No previous studies 
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have investigated different components of mindfulness as mediators in the unhealthy 
perfectionism-distress relationship. 
 
Self-compassion is often viewed as a key component within mindfulness (Kuyken et al., 
2010) but is gaining increasing research attention within its own right (Neff, 2003a, 2003b). 
Self-compassion has been found to predict emotional and cognitive reactions to negative 
everyday events and, when imagining distressing social events, buffer against negative self-
feelings (Leary, Tate, Adams, Batts Allen, & Hancock, 2007). Although limited, existing 
research has found that self-compassion is associated with lower levels of psychological 
distress and rumination and that those students high in self-compassion show lower levels of 
perfectionism (Neff, 2003a). Self-compassion has not been previously investigated as a 
mediator in the relationship between unhealthy perfectionism and distress. In addition, the 
overlap between self-compassion and mindfulness means that it would be useful to examine 
these factors together to help us understand whether they make unique contributions in 
buffering the impact of perfectionism on distress. 
 
1.3 The Present Study 
In summary, previous studies suggest that unhealthy perfectionism is associated with higher 
levels of habitual self-critical thinking, rumination and unhelpful beliefs about emotions and 
lower levels of self-compassion and mindfulness. Each of these have been proposed as 
potential processes by which unhealthy perfectionism can contribute to psychological 
distress, although beliefs about emotions and self-compassion have not previously been 
investigated as potential mediators. However, these potential mediators are overlapping 
constructs. It could be argued that self-focused negatively evaluative cognition is a core 
aspect of habitual self-criticism, rumination and beliefs that negative emotions are 
unacceptable. Conversely, individuals high on self-compassion are likely to be lower on self-
criticism, although the constructs are not simply inverses of each other (Neff, 2003a). The 
construct of mindfulness is more complex, with some aspects of self-evaluative cognitions 
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but other aspects that are more about observing, describing and non-reacting to 
experiences. In the present study, these different psychological processes were first entered 
into a factor analysis to identify underlying factors, before mediational analyses were 
undertaken. It is hypothesised that the key mediator between unhealthy perfectionism and 
distress would be negative thinking about the self. It was further hypothesised that the non-
judging component of the mindfulness construct would load inversely on the self-critical 
thinking factor, while the other mindfulness components and self-compassion were included 
as potential independent protective factors.   
 
2. Method 
2.1 Design 
A cross-sectional, questionnaire-based design was utilised. The study protocol obtained 
ethics approval from the Department of Psychology, University of Bath (Reference: 12-124). 
 
2.2 Participants 
An opportunity sample of participants were recruited (n = 381) via electronic online 
advertisements. These adverts were on sites providing information about psychological 
research studies and linked to the study information online. The age range for the sample 
was 18 – 68 years (M = 27.92; SD = 11.11). The sample was predominantly single (56.7%), 
female (79.5%), and from the USA or Canada (69.6%). The majority of participants were 
students, consisting of those at high-school (5.3%), and undergraduate (61.7%) or 
postgraduate (10.8%) study. 
 
2.3 Measures  
For each measure, higher ratings indicate higher levels of the specific construct.  
 
Depression, Anxiety & Stress Scale (DASS-21) (Henry & Crawford, 2005) 
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Symptoms of anxiety, stress and depression were assessed using this 21-item scale, as has 
been utilised in previous studies of perfectionism (Steele & Wade, 2008; Steele et al., 2013). 
Participants are asked to rate how much they have experienced symptoms of these 
difficulties (e.g., feeling that life is meaningless) over the past week. The total of the sub-
scales was used to indicate current level of psychological distress, as in previous studies 
(Steele et al., 2013).  
 
Frost Multidimensional Perfectionism (FMPS) (Frost et al., 1990) 
This 35-item questionnaire is a widely used reliable and valid measure of perfectionism 
(Frost et al., 1990). There are 6 subscales: Concern over Mistakes (CM) (e.g., ‘I should be 
upset if I make a mistake’), Personal Standards (PS) (e.g., ‘I set higher goals than most 
people’), Parental Expectations (PE) (e.g., ‘My parents set very high standards for me’), 
Parental Criticism (PC) (e.g., ‘As a child, I was punished for doing things less than perfect’), 
Doubts about Actions (DA) (e.g., ‘It takes me a long time to do something “right”’), and 
Organisation (O) (e.g., ‘Organisation is very important to me’), with the latter subscale 
excluded in scoring the total scale. In line with previous research (Stumpf & Parker, 2000) 
the FMPS was used to identify unhealthy perfectionism. Accordingly, the CM, DA, PE, and 
PC sub-scales were totalled to create the super-factor of unhealthy perfectionism.  
 
Beliefs about Emotions Scale (BES) (Rimes & Chalder, 2010) 
This 12-item scale assesses beliefs about the unacceptability of experiencing and 
expressing negative feelings and thoughts (e.g., ‘It is a sign of weakness if I have miserable 
thoughts’). Higher scores indicate more unhelpful beliefs. A previous study found that the 
scale is reliable and valid (Rimes & Chalder, 2010).  
 
Rumination Responses Questionnaire (RRQ) (Trapnell & Campbell, 1999) 
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This is a 12-item measure assessing levels of rumination (e.g., ‘I tend to “ruminate” or dwell 
over things that happen to me for a really long time afterward’). Trapnell and Campbell 
(1999) report internal consistency coefficient estimates 0.90.  
 
Habit Index of Negative Thinking (HINT) (Verplanken et al., 2007) 
The HINT is a 12-item measure of habitual self-critical thinking (e.g., ‘Thinking negatively 
about myself is something I do automatically’), with scores across the 12-items totalled.  
 
Five-Facet Mindfulness Questionnaire (FFMQ) (Baer, Smith, Hopkins, Krietemeyer, & 
Toney, 2006) 
This 39-item measure of mindfulness, developed based on a factor analytic study of five 
mindfulness questionnaires, is a reliable and valid scale (Baer et al., 2006). There are five 
factors: Observing (e.g., ‘I pay attention to sensations, such as the wind in my hair or sun on 
my face’), Describing (e.g., ‘I’m good at finding words to describe my feelings’), Acting with 
Awareness (e.g., ‘I find it difficult to stay focused on what’s happening in the present’), Non-
Judging of Inner Experience (e.g., ‘I tell myself I shouldn’t be feeling the way I’m feeling’) and 
Non-Reactivity to Inner Experience (e.g., ‘I perceive my feelings and emotions without 
having to react to them’). Items on the describing, acting with awareness and non-judging of 
inner experience sub-scales are reverse scored. 
 
Self-Compassion Scale (SCS-SF) – Short Form (Raes, Pommier, Neff & Van Gucht, 2011) 
This 12-item scale assesses features of self-compassion (e.g., ‘When I’m going through a 
very hard time, I give myself the caring and tenderness I need’ and ‘I’m disapproving and 
judgmental about my own flaws and inadequacies’). The scale demonstrates adequate 
reliability and validity (Neff, 2003a).  
 
2.4. Procedure 
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This was an online study requiring participants to complete a consent form before accessing 
questionnaires. Questionnaires were completed in the participants’ own time. At the end of 
the questionnaires, participants received the researcher’s contact details for questions or 
comments. Participants were only included if they had completed the questionnaires. 
 
2.5. Statistical analysis 
In order to reveal underlying dimensions in the scales and subscales which were tested for 
mediation, as these showed a degree of overlap at face value, an exploratory principal 
components analysis was first utilised to identify underlying factors across them. An 
exploratory principal components analysis with all scales and their subscales was thus 
carried out on the BES, RRQ, HINT, SCS, and FFMQ subscales, using a varimax rotation. 
Before conducting this analysis, Kaiser-Meyer-Olkin (KMO) measure, Bartlett’s test of 
sphericity and values in the correlation matrix and anti-image correlation matrix were 
examined to ascertain sampling adequacy (Dziuban & Shirkey, 1974; Kaiser & Rice, 1974). 
The resulting components were subsequently tested as mediators in the relationship 
between perfectionism and psychological distress. 
 
Analyses of mediation effects used a bootstrapped multivariate procedure as suggested by 
Preacher and Hayes (2008). Mediation was investigated by directly testing significance of 
the indirect effects of the independent variable (IV) on the dependent variable (DV) through 
the mediator (M). This model also permits the inclusion of covariates. Within this approach, 
the results are based on 5000 bootstrapped samples and 95% confidence intervals were 
computed. The indirect effect is considered significant if the upper and lower bounds of the 
confidence intervals did not contain zero (Preacher & Hayes, 2008).   
 
3. Results 
3.1 Sample Characteristics 
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Mean scores and Cronbach’s alpha across all measures are summarised in Table 1. Across 
all variables, there were no significant differences based on country or student / non-student 
status (all >0.05). Females scored significantly higher on the RRQ (F (1, 379) = 4.011, p =.046) 
and HINT (F (1, 379) = 6.119, p =.014), and males scored significantly higher on the FFMQ 
non-react (F (1, 379) = 4.709, p =.031), and SCS (F (1, 379) = 6.593, p =.011). Significant 
differences based on relationship status were also identified for FMPS unhealthy 
perfectionism (F (1, 380) = 2.669, p =.031), FFMQ describe (F (1, 380) = 5.538, p =.000), and 
FFMQ act with awareness (F (1, 380) = 2.596, p =.036). FMPS unhealthy perfectionism (r = -
.128, p = .013), RRQ (r = -.121, p = .018), FFMQ describe (r = .302, p = .000), FFMQ act 
with awareness (r = .192, p = .000), FFMQ non-judge (r = .194, p = .000), and SCS (r = 
1.110, p = .017) were significantly correlated with age. Therefore, gender, relationship status 
and age were controlled for as covariates in subsequent regression analyses. 
 
3.2 Factor Analysis 
The correlation matrix indicated that there were significant correlations between the majority 
of variables, and that there were no correlation coefficients greater than 0.9 (Field, 2009). 
KMO was greater than 0.8, Bartlett’s test was highly significant (p<.001), and the diagonals 
of the anti-image correlation matrix were all > 0.5 (Field, 2009), supporting the inclusion of 
each item in the factor analysis.  
 
Examining eigenvalues > 1 and inspecting the scree plot suggested a two-factor solution. 
These two factors accounted for 60.18% of the variance and converged in three iterations. 
The factor loadings (>0.5) for this solution are shown in Table 2.  
 
Six of the variables loaded onto factor one (see Table 2). These items reflect aspects of self-
critical thinking, with the highest loading being on the non-judge subscale of the FFMQ; 
therefore this factor was labelled “self-criticism”. Three variables loaded onto a second factor 
related to awareness of ongoing experiences, observing internal experiences without 
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reacting and describing experiences in words, with the highest loading being on the observe 
subscale of the FFMQ. This factor was labelled “present-moment awareness”. Composite 
scores were created for each of the factors, utilising the regression method. For the new 
derived self-criticism factor, the direction was reversed, so that higher scores indicate higher 
levels of self-criticism, to bring it in line with the other variables in which higher scores 
indicate higher levels of the construct in question.  
 
3.3 Correlational findings 
Correlations between psychological distress, unhealthy perfectionism, and the two 
previously identified factors (self-criticism and present-moment awareness) are summarised 
in Table 3. As there were significant differences for some variables for gender, relationship 
status and age, all correlations presented are partial correlations controlled for these 
variables. Unhealthy perfectionism correlated significantly with psychological distress as 
expected. Self-criticism showed significant correlation with both psychological distress and 
unhealthy perfectionism. Present-moment awareness showed significant negative 
correlations with unhealthy perfectionism, but was not significantly associated with 
psychological distress. As present-moment awareness did not significantly correlate with 
psychological distress this factor was excluded from subsequent analyses. 
 
3.4 Mediation analyses 
The identified factor ‘self-criticism’ was entered into a mediation model to test the hypothesis 
that this would be a significant mediator of the relationship between unhealthy perfectionism 
and distress. Results are summarised in Figure 1 below.  
 
In the mediation model, total effects indicated significant relations between unhealthy 
perfectionism and psychological distress. Self-criticism significantly mediated the relationship 
between unhealthy perfectionism and psychological distress, as indicated by the confidence 
intervals for the indirect effects not including zero. Despite this significant mediation, the 
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direct effects remained significant suggesting that self-criticism factor partially mediated the 
relationship between unhealthy perfectionism and psychological distress.  
 
4. Discussion 
The current study investigated potential mediating effects of constructs that represent 
cognitive processes in the relationship between unhealthy perfectionism and psychological 
distress. By exploring rumination, self-criticism, perfectionist beliefs about thoughts and 
emotions, mindfulness and self-compassion simultaneously, it was possible to investigate 
the relative contributions of roles of these overlapping constructs. Factor analysis identified 
two underlying, independent factors which were labelled self-criticism and present-moment 
awareness. Self-criticism (but not present-moment awareness) was associated with 
psychological distress and unhealthy perfectionism, and was found to partially mediate this 
relationship.  
 
The factor labelled ‘self-criticism’ was composed of measures of judgemental, self-critical, 
and ruminative critical cognitive responses to thoughts, emotions or other aspects of the self 
or one’s experiences. This factor included the mindfulness components of non-judging and 
acting with awareness rather than becoming distracted by one’s thought (both reverse 
loaded). Acting with awareness is likely to be negatively associated with self-critical thinking 
because the latter is cognitively-demanding, thus distracting and interfering with ongoing 
awareness. Self-compassion also loaded inversely onto the self-criticism factor so there was 
no evidence that self-compassion acts as an independent protective factor in the relationship 
between unhealthy perfectionism and distress. Finding self-criticism was a mediator between 
unhealthy perfectionism and distress is consistent with previous studies about self-criticism 
and rumination as mediators of this relationship (e.g. Dunkley et al., 2006) using different 
measures of perfectionism or distress. By using a range of measures simultaneously, the 
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present study findings highlight that there may be one underlying construct of repetitive or 
habitual self-critical processing that is tapped into.  
 
Interventions supporting perfectionist individuals to reduce repetitive, self-judgemental 
thinking may help reduce psychological distress. The current findings would also support the 
use of interventions that target an increase in self-compassion, non-judgement and 
awareness of the present moment, rather than becoming distracted by one’s thoughts. There 
are already successful cognitive behavioural and mindfulness-based interventions focused 
on reducing rumination and increasing self-compassion and present-moment awareness 
(e.g. Watkins et al., 2011; Kuyken, et al., 2010). The adaptation of such approaches for a 
perfectionist student population, perhaps as a form of early intervention, could be addressed 
in future research. Indeed, these results are consistent with a pilot study comparing 
mindfulness-based cognitive therapy for unhealthy perfectionism with self-help, which found 
that self-compassion mediated the group differences in perfectionism after treatment (James 
& Rimes, in preparation).  
 
Another aspect of mindfulness, the present-moment observation, describing and non-
reactivity to ongoing experience, was identified as a second underlying construct. This was 
significantly correlated with unhealthy perfectionism but not with distress. The present 
findings may indicate that if mindfulness interventions are used with perfectionist individuals, 
the self-compassion components may be more important than training people to improve 
their skills in observing, describing and non-reacting to their moment-by-moment experience.  
 
Although these findings suggest that the factor of self-criticism is an important mediator, it 
also needs to be considered that this construct was only a partial mediator. This suggests 
that other factors not assessed in the present study are likely to play a role in this 
relationship and therefore future experimental research should continue to explore 
alternative processes.  
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4.1 Limitations 
The current study was cross-sectional in nature; therefore, no conclusions about the causal 
relationships between unhealthy perfectionism, self-criticism, present-moment awareness 
and psychological distress can be drawn, and mediation thus concerned statistical mediation 
only. The study relied on self-report measurement, and included a sample of predominantly 
white, and college aged females, and the results may not be generalizable to other 
populations. In addition, the precise circumstances under which participants completed the 
online questionnaires may have influenced their responses. Distress as measured by the 
Depression, Anxiety and Stress Scale was higher in this sample than a previous general 
population sample (Antony et al., 1998) and the findings require replication in both less 
distressed general population samples and also clinical and more culturally diverse 
populations. Furthermore, including measures with alphas in the range 0.70 - 0.80 could 
lead to questions about the reliability of some measures utilised, so further investigation is 
also important for this reason. 
 
4.2 Conclusions 
In conclusion, this study suggests that the unhealthy perfectionism – distress relationship is 
mediated by higher levels of self-critical thinking. This has implications for developing or 
refining interventions for people for whom perfectionism is causing difficulties.   
 
 
 
 
 
 
 
 
16 
 
References 
Antony, M. M., Bieling, P. J., Cox, B. J., Enns, M. W., & Swinson, R. P. (1998).
 Psychometric  properties of the 42-item and 21-item versions of the 
 Depression Anxiety Stress Scales in clinical groups and a community sample.
 Psychological Assessment, 10 (2), 176.  
Argus, G., & Thompson, M. (2008). Perceived social problem solving, perfectionism, and 
 mindful awareness in clinical depression: An exploratory study. Cognitive Therapy 
 and Research, 32(6), 745-757. doi:  http://dx.doi.org/10.1007/s10608-006-9102-1 
Baer, R. A. (2003). Mindfulness training as a clinical intervention: A conceptual and 
 empirical review. Clinical Psychology: Science and Practice, 10(2), 125-143.  
Baer, R. A., Smith, G. T., Hopkins, J., Krietemeyer, J., & Toney, L. (2006). Using  self-report
  assessment methods to explore facets of mindfulness. Assessment, 13(1), 27-45.  
Blatt, S. J. (1995). The destructiveness of perfectionism: Implications for the treatment of 
 depression. American Psychologist, 50(12), 1003.  
Di Schiena, R., Luminet, O., Philippot, P., & Douilliez, C. (2012). Adaptive and 
 maladaptive perfectionism in depression: Preliminary evidence on the role of 
 adaptive and maladaptive rumination. Personality and Individual Differences, 
 53(6), 774–778. doi:  http://dx.doi.org/10.1016/j.paid.2012.05.017 
Dunkley, D. M., Blankstein, K. R., Masheb, R. M., & Grilo, C. M. (2006). Personal 
 standards and evaluative concerns dimensions of “clinical” perfectionism: A 
 reply to Shafran et al.(2002, 2003) and Hewitt et al.(2003). Behaviour Research and 
 Therapy, 44(1), 63-84. 
Dziuban, C. D., & Shirkey, E. C. (1974). When is a correlation matrix appropriate for 
 factor analysis? Some decision rules. Psychological Bulletin, 81(6), 358-361. 
Egan, S. J., Wade, T. D., & Shafran, R. (2011). Perfectionism as a transdiagnostic 
 process: A clinical review. Clinical Psychology Review, 31(2), 203-212. Doi: 
 http://dx.doi.org/10.1016/j.cpr.2010.04.009. 
Field, A. (2009). Discovering statistics using SPSS: Sage publications. 
17 
 
Frost, R. O., Marten, P., Lahart, C., & Rosenblate, R. (1990). The dimensions of  
 perfectionism. Cognitive Therapy and Research, 14(5), 449-468. doi: 
 http://dx.doi.org/10.1007/BF01172967. 
Henry, J. D., & Crawford, J. R. (2005). The short-form version of the Depression Anxiety
 Stress Scales (DASS-21): Construct validity and normative data in a large non-
 clinical sample. British Journal of Clinical Psychology, 44(2), 227- 239. 
 doi:http://dx.doi.org/10.1348/014466505X29657. 
Hewitt, P. L., & Flett, G. L. (1991). Perfectionism in the self and social contexts: 
 Conceptualization, assessment, and association with psychopathology. 
 Journal of Personality and Social Psychology, 60(3), 456-470. 
James, K., & Rimes, K. A. (in preparation). Mindfulness-Based Cognitive Therapy 
 versus self-help for students with clinical perfectionism: A pilot randomised 
 study. 
Kaiser, H. F., & Rice, J. (1974). Little Jiffy, Mark IV. Educational and psychological
 measurement. 34, 111-117. 
Kuyken, W., Watkins, E., Holden, E., White, K., Taylor, R. S., Byford, S., . . .Dalgleish, T. 
 (2010). How does mindfulness-based cognitive therapy work? Behaviour Research 
 and Therapy, 48(11), 1105-1112. doi: http://dx.doi.org/10.1016/j.brat.2010.08.003. 
Leary, M. R., Tate, E. B., Adams, C. E., Batts Allen, A., & Hancock, J. (2007). Self-
 compassion and reactions to unpleasant self-relevant events: The  
 implications of treating oneself kindly. Journal of Personality and Social 
 Psychology, 92(5), 887-904.  doi: http://dx.doi.org/10.1037/0022-3514.92.5.887. 
Lundh, L.G. (2004). Perfectionism and acceptance. Journal of rational-emotive and
 cognitive-behavior therapy, 22(4), 251-265.  
Neff, K. D. (2003a). The development and validation of a scale to measure self-
 compassion. Self and Identity, 2(3), 223-250. doi:     
 http://dx.doi.org/10.1080/15298860309027. 
18 
 
Neff, K. D. (2003b). Self-compassion: An alternative conceptualization of a healthy 
 attitude toward oneself. Self and Identity, 2(2), 85-101.  
Nepon, T., Flett, G. L., Hewitt, P. L., & Molnar, D. S. (2011). Perfectionism, negative 
 social feedback, and interpersonal rumination in depression and social anxiety. 
 Canadian Journal of Behavioural Science 43 (4), 297-308. doi: 
 http://dx.doi.org/10.1037/a0025032. 
O'Connor, D. B., O'Connor, R. C., & Marshall, R. (2007). Perfectionism and 
 psychological distress: Evidence of the mediating effects of rumination. European 
 Journal of Personality, 21(4), 429-452.  
Preacher, K. J., & Hayes, A. F. (2008). Asymptotic and resampling strategies for  assessing 
 and comparing indirect effects in multiple mediator models. Behavior Research 
 Methods, 40(3), 879-891.  
Raes, F., Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction and factorial 
 validation of a short form of the self‐ compassion scale. Clinical Psychology & 
 Psychotherapy, 18(3), 250-255. 
Rimes, K. A., & Chalder, T. (2010). The Beliefs about Emotions Scale: Validity, reliability and 
 sensitivity to change. Journal of Psychosomatic Research,  68(3), 285-292. doi: 
 http://dx.doi.org/10.1016/j.jpsychores.2009.09.014 
Shafran, R., Cooper, Z., & Fairburn, C. G. (2002). Clinical perfectionism: A cognitive 
 -behavioural analysis. Behaviour Research and Therapy, 40(7), 773-791.  doi: 
 http://dx.doi.org/10.1016/S0005-7967%2801%2900059-6 
Short, M. M., & Mazmanian, D. (2013). Perfectionism and negative repetitive thoughts: 
 Examining a multiple mediator model in relation to mindfulness. Personality and 
 Individual Differences, 55(6), 716-721.  
Steele, A. L., & Wade, T. D. (2008). A randomised trial investigating guided self-help to 
 reduce perfectionism and its impact on bulimia nervosa: A pilot study. Behaviour 
 Research and Therapy, 46(12), 1316-1323. doi: 10.1016/j.brat.2008.09.006 
19 
 
Steele, A. L., Waite, S., Egan, S. J., Finnigan, J., Handley, A., & Wade, T. D. (2013).
 Psycho-Education and Group Cognitive-Behavioural Therapy for Clinical 
 Perfectionism: A Case-Series Evaluation. Behavioural and Cognitive 
 Psychotherapy, 41(02), 129-143.  
Stoeber, J., & Otto, K. (2006). Positive conceptions of perfectionism: Approaches, 
 evidence, challenges. Personality and Social Psychology Review, 10(4),  295-319.  
Stumpf, H., & Parker, W. D. (2000). A hierarchical structural analysis of perfectionism and its
 relation to other personality characteristics.  Personality and Individual Differences, 
 28(5), 837-852.  
Surawy, C., Hackmann, A., Hawton, K., & Sharpe, M. (1995). Chronic fatigue syndrome: a 
 cognitive approach. Behaviour Research and Therapy, 33(5), 535-544.  
Trapnell, P. D., & Campbell, J. D. (1999). Private self-consciousness and the five-
 factor model of personality: Distinguishing rumination from reflection. Journal of 
 Personality and Social Psychology, 76(2), 284-304. doi: 
 http://dx.doi.org/10.1037/0022-3514.76.2.284 
Trinder, H., & Salkovskis, P.M. (1994). Personally relevant intrusions outside the laboratory: 
 long-term suppression increases intrusion. Behaviour Research and Therapy, 32(8), 
 833-842. 
Verplanken, B. (2012). When bittersweet turns sour: Adverse effects of nostalgia on habitual 
worriers. European Journal of Social Psychology, 42, 285-289. 
Verplanken, B., Friborg, O., Wang, C. E., Trafimow, D., & Woolf, K. (2007). Mental
 habits: Metacognitive reflection on negative self-thinking. Journal of Personality and 
 Social Psychology, 92(3), 526-541. doi: 10.1037/0022-3514.92.3.526 
Watkins, E. R., Mullan, E., Wingrove, J., Rimes, K., Steiner, H., Bathurst, N., Eastman, R., 
 & Scott, J. (2011). Rumination-focused cognitive-behavioural therapy for residual 
 depression: phase II randomised controlled trial. British Journal of Psychiatry, 199, 
 317-322. 
20 
 
Table 1.  
Means (with standard deviations) for all study variables. 
  Mean SD Range Alpha 
Depression, Anxiety, Stress Scale 40.17 26.37 0 - 116 0.86 
Unhealthy Perfectionism 61.43 16.73 22 - 108 0.71 
Beliefs about Emotions Scale 39.91 14.49 5 - 72 0.89 
Rumination Responses Questionnaire 32.72 9.97 0 - 48 0.92 
Habit Index of Negative Thinking 38.62 14.12 12 - 60 0.96 
FFMQ Observe 25.70 5.75 8 - 40 0.76 
FFMQ Describe 25.98 7.14 8 – 40 0.90 
FFMQ Act with awareness 24.50 6.50 8 – 40 0.89 
FFMQ Non-judge 23.40 7.32 8 – 40 0.90 
FFMQ Non-react 19.94 4.81 7 – 34 0.79 
Self-Compassion Scale 2.80 0.73 1 - 4.83 0.85 
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Table 2.  
Factor Loadings for Two Factor Solution 
Measures 
  
Factor Loading 
    
 
1 2 
Self-Criticism    
 FFMQ Non-judge   0.819  
 HINT    -0.809  
 SCS Total   0.798  
 Rumination  -0.752  
 BES   -0.699  
 FFMQ Act with Awareness   0.636  
Present-moment Awareness    
 FFMQ Observe   0.824 
 FFMQ Non-react    0.760 
 FFMQ Describe   0.523 
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Table 3. 
Partial correlations (controlling for gender, relationship status and age) between 
psychological distress, unhealthy perfectionism, self-criticism, and present-moment 
awareness.1 
Partial 
correlation 
coefficients   
FMPS 
Unhealthy 
Perfectionism DASS 
Self-
criticism 
Present-
moment 
awareness 
FMPS 
Unhealthy 
Perfectionism 
-    
DASS 0.56*** -   
Self-criticism 0.63*** 0.66*** -  
Present-moment 
awareness 
-0.14** -0.09 -0.03 - 
**Correlation is significant at 0.01 level. 
***Correlation is significant at 0.001 level. 
 
 
 
 
 
  
 
 
 
 
                                                 
1 Higher scores indicate higher levels of constructs. 
23 
 
 
24 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Indirect effects of self-criticism on the relationship between unhealthy perfectionism and psychological distress (controlling for gender, 
relationship status and age). CI = Confidence Interval. **p<.
b = -0.04 
b = 0.38** 
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Age 
95% CI [0.374 – 0.626] 
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b = 13.41** 
Relationship 
status 
Gender 
b = --1.56 
b = -1.98 
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